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INTRODUCTION:  We  present,  to the  best of our  knowledge,  the ﬁrst  published  case  report  of a  satellite
lesion  within  the  bladder  from  enteric  type  urachal  adenocarcinoma  (UA).
PRESENTATION OF  CASE:  Our  case  report  involves  a 38-year-old  man  from  the Solomon  Islands  who  under-
went  open  partial cystectomy  for UA. However,  resection  margins  were  positive  due  to  the  novel  ﬁnding
of  a satellite  lesion  on  histopathological  assessment.  Salvage  cystectomy  was subsequently  performed
and  the  patient  had  an  uncomplicated  post-operative  recovery.ystectomy
rachal adenocarcinoma
rinary  bladder neoplasms
DISCUSSION: This case  highlights  the  importance  of achieving  negative  soft  tissue  and  bladder  margins
on  initial  resection  of  UA, as  the  consequences  of incomplete  resection  can  place  signiﬁcant  additional
morbidity  on  the patient.
CONCLUSION: We  aim  to highlight  the  possibility  of  satellite  lesions  within  the  bladder  in  UA  and  suggest
that  further  studies  looking  at  this  phenomenon  are required  to establish  its incidence  and  overall  impact
on  management  of  UA.
© 2014  The  Authors.  Published  by  Elsevier  Ltd  on  behalf  of  Surgical  Associates  Ltd.  
-SA lic. Introduction
We  present, to the best of our knowledge, the ﬁrst published
ase report of a satellite lesion within the bladder from enteric type
rachal adenocarcinoma (UA).
. Presentation of case
A 38-year-old male from the Solomon Islands presented for
npatient urological review at a quaternary centre in Australia for
valuation of recurrent haematuria leading to an acute episode of
rinary clot retention.
The  patient had been transferred to our centre from the
olomon Islands one year prior to commence peritoneal dialysis
or the treatment of symptomatic ESRF, secondary to obstructive
Open access under CC BY-NCephropathy from recurrent renal calculus disease. The patient had
reviously undergone a left laparoscopic nephrectomy for staghorn
alculus disease shortly after commencing peritoneal dialysis, and
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ttp://dx.doi.org/10.1016/j.ijscr.2014.01.014following this had developed intermittent light haematuria,
progressing over the following 6 months to haematuria with clots.
A CT scan was  performed which revealed three calculi measur-
ing up to 4.6 mm  within the mid-right ureter, with no evidence
of urinary tract obstruction. On repeat viewing of the scan (Fig. 1)
it was noted that there was an extravesicular midline mass, mea-
suring 50 mm × 50 mm × 51 mm,  extending along the urachus. No
regional lymphadenopathy was noted. A preliminary diagnosis of
UA was made.
Cystoscopic examination revealed an exophytic mass with
cauliﬂower appearance at the dome of the bladder (Fig. 2), which
was easily resected. Initial histological assessment of this bladder
specimen was  consistent with urachal mucinous adenocarcinoma
(Figs. 3 and 4).
Open  partial cystectomy (Figs. 5 and 6) with excision of the
urachus was  subsequently undertaken with macroscopically clear
margins in the bladder at the time of surgery. Lymph node dis-
section was  not performed. Examination of the resected specimen
revealed positive margins at two points around the bladder dome,
one of them including a discontinuous focus of tumour consistent
with a satellite lesion (Fig. 7) present within the lamina propria of
the bladder dome. Immunoperoxidase studies showed the tumour
stained positive for cytokeratin 20, CDX2, E-Cadherin, Beta-Catenin
but negative for CK7, which was  consistent with an invasive enteric
ense.type of UA with prominent extracellular mucin.
Following this salvage cystoprostatectomy was performed, and
given that the patient had symptomatic ureteric calculi, was  already
on haemodialysis and was  reluctant to have an ileal conduit, a
  s  Ltd.  Open access under CC BY-NC-SA license.
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Fig. 1. CT image showing the urachal mass.
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Fig. 4. Invasive adenocarcinoma composed of cribriform sheets and tubules.
Urachal carcinoma is a rare neoplasm that accounts for 0.01%
of all cancers in the adult population and compromises less thanFig. 2. Initial cystoscopic view of dome of bladder.
aparoscopic assisted right nephrouretectomy was also performed
t this time. Lymph node dissection was performed up to the level
f the common iliac arteries. Histopathology showed pT2b disease
ith UA extending into detrusor muscle with nodal metastases
nto peri-vesical fat. No evidence of metastatic disease was found
n the abdominal wall fat, pelvic lymph nodes or right retroperi-
oneal tissue. The excision margins were clear on this specimen.
he patient made an uncomplicated post-operative recovery and
as subsequently discharged.
ig. 3. Urachal adenocarcinoma demonstrated by pool of mucin containing both
ingle and grouped neoplastic cells.Fig. 5. Intra-operative image from open partial cystectomy.
3. Discussion
The urachus is an embryological remnant located anatomically
between the umbilicus and superior pole of the bladder. It is present
at birth and then involutes with age into a collagenous band con-
necting the dome of the bladder and umbilicus.11% of all bladder tumours.2 It is more common in men3 and in
Fig. 6. Partial cystectomy specimen.
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ublished series it is seen that the commonest histologic subtype
f the urachal carcinoma is adenocarcinoma with enteric features
with or without mucin).
Diagnosis  is often difﬁcult with the most common presenting
omplaint being gross haematuria, subsequently followed by
uprapubic mass and mucosuria.4 Although imaging is non-speciﬁc
n diagnosis of urachal neoplasm, Computed Tomography (CT) may
e utilised, whereby, the urachal carcinoma is usually visualised
s a midline mass in the region between the superior pole of the
ladder and the umbilicus.5
The prognosis with this cancer is poor, with a 5-year cancer-
peciﬁc survival rate ranging between 41% and 49% in studies.3,6
he primary reasons for poor outcomes include late presenta-
ion allowing for tumour growth with resultant local invasion and
ystemic spread by point of diagnosis,7 aggressive local invasive
ualities of the tumour and ability for early distal metastasis.6
etastases initially spread to the local pelvic lymph nodes, or can
e found at the apex of the bladder. Distal metastatic sites include
he liver, lung, bone and peritoneum.7 Primary independent predic-
ors of survival include pathological tumour stage as well as status
f surgical margins.3,6
Nonetheless, surgical resection remains the mainstay of ther-
py, with partial cystectomy and radical cystectomy being the two
ainstream options. Neo-adjuvant or adjuvant chemotherapy has
ot been thoroughly evaluated for efﬁcacy in studies and is pri-
arily conﬁned to patients with inoperable lesions or metastases.8
The novel ﬁnding in this case is that of a skip lesion discovered on
istopathological assessment. This emphasises the importance of
arly and complete extended partial cystectomy, as many urachal
ancers invade perivesical and periurachal fat.9 This also raises the
uestion of whether in certain cases cystectomy may  be indicated
o facilitate complete tumour removal and avoid positive margins.
herefore, at a minimum, greater surveillance and wider excisional
argins should be considered in these neoplasms.
In fact, in a 2003 study by Asano and investigators, it was shown
hat en bloc segmental resection and total cystectomy was  associ-
ted with a more favourable survival beneﬁt in comparison withated on histological slide.
partial  cystectomies.10 Partial cystectomy is still, however, utilised
as ﬁrst-line surgical therapy and have been shown to be as effec-
tive as radical surgery when undertaken with en bloc excision
of the urachal mass, urachal tract and umbilicus with associated
pelvic node dissection.9 This strategy provides a surgical ‘cure’ in
70% of patients, with radical cystectomy reserved for patients with
larger tumour bulk involving the upper dome of the bladder.3 Fur-
thermore, partial cystectomy with umbilicotomy has a substantive
quality of life beneﬁt in comparison with radical intervention.9
These beneﬁts are countered with the caveat of increased tumour
recurrence.6
Local recurrences, detected in up to 15% of patients,6 tend to
occur within the ﬁrst six months7 post-treatment and repeat sur-
gical intervention (including salvage radical cystectomy) is often
required.3 Furthermore, as was  apparent in this case, there is a
risk of positive surgical margins with partial cystectomy as initial
surgery. This has been shown to be associated with worse prognosis
(17% versus 77% survival at 8 years), as has advanced pathological
state and presence of nodal metastases.3 Thus, achievement of neg-
ative soft tissue and bladder margin during the initial procedure is
of upmost importance. Surgical salvage in local recurrence has been
shown to have a 15-year cure rate of 67% in one case series,6 which
is rather favourable. The success rate of surgical in combination
with radio-therapeutic salvage for systemic metastases, however,
is rather poor, with an 8% cure rate.6 These ﬁgures illustrate the
importance of early intervention and careful surveillance.
4.  Conclusion
This is, to the best of our knowledge, the ﬁrst published case
report of a satellite lesion within the bladder from enteric type UA.
This case highlights the importance of achieving negative soft tissue
and bladder margins on initial resection of UA, as the consequences
of incomplete resection can place signiﬁcant additional morbidity
on the patient.
For  younger patients we  recommend partial cystectomy with
wider resection margins and informing the patient of the risk of
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atellite lesions being left behind despite appropriate resection
eing performed. In older patients, radical cystectomy should pos-
ibly be considered as the initial primary treatment modality. In all
ases close follow up is crucial.
We aim to highlight the possibility of satellite lesions within the
ladder in UA and suggest that further studies looking at this phe-
omenon are required to establish its incidence and overall impact
n management of UA.
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